indicated care managers identified marginally more superficial wounds in the THEM group (31.3% vs 7.1%; P ¼ .175). Both groups reported an increase in the 8-Item Short Form Health Survey physical summary scores, but it was more pronounced in THEM patients (P ¼ .076). THEM patients reported a significantly greater improvement in quality of life on two of the 8-Item Short Form Health Survey quality subscales (roledphysical [THEM, 8.7 ; control, 1.1] and roleeemotional [THEM, 6.1; control, À0.5]; both P < .05). THEM patients reported trends for higher satisfaction in terms of general satisfaction, technical quality, and accessibility for Patient Satisfaction Questionnaire Short Form survey questions (4.2 vs 3.7 [P ¼ .72], 4.5 vs 4.1 [P ¼ .81], and 4.2 vs 3.8 [P ¼ .63]), respectively.
Conclusions: THEM was technically feasible and provided significant benefit to patients in geographically disparate areas. THEM was associated with increased patient satisfaction. Additional findings suggested that THEM patients embraced telehealth technology and took advantage of increased access to health care professionals. Telehealth successfully merged remotely generated information with care manager interaction. Presently, a larger study, preferably multicenter, is warranted and under consideration. Objective: The objective of this study was to investigate the effect of interfacility transfer of patients requiring vascular surgery to tertiary referral centers compared with primary admission to these centers. We sought to identify modifiable factors associated with interfacility transfer that can be targeted for intervention to improve outcomes of transferred patients in need of complex vascular surgery or higher level of care provided at a tertiary referral center.
Methods: A retrospective review of all patients admitted to the vascular surgery service at a single urban academic tertiary referral center from January 2011 to December 2016 was performed. Data were obtained through an institutional database and from the Vascular Quality Initiative database. Demographics, comorbidities, procedure, and mortality were analyzed. The primary end point for the study was all-cause mortality at 3 years.
Results: There were 2578 patients included in this study. Approximately 10% were admitted through the interfacility transfer process, and approximately 90% were admitted primarily. Compared with transferred patients, primarily admitted patients had a higher incidence of coronary artery disease (46% vs 26%; P < .05), hypertension (77% vs 59%; P < .05), renal insufficiency (25% vs 7%; P < .05), and renal failure (11% vs 6%; P < .05) and lower incidence of chronic obstructive pulmonary disease (15% vs 12%; P < .05). There were no significant differences in age or incidence of diabetes between the two groups. Overall 3-year survival was 95% (95% confidence interval [CI], 93%-96%). In comparing 1-, 2-, and 3-year survival between transferred and primarily admitted patients, there was a nonsignificant trend of decreased survival in transferred patients at all time points (97% vs 93%, 95% vs 93%, and 94% vs 91%). There was no significant difference in 3-year survival between transferred patients (91%; 95% CI, 82%-96%) and primarily admitted patients (94%; 95% CI, 92%-96%).
Conclusions: Interfacility transfers account for a notable share of admissions to a vascular surgery service at a tertiary academic medical center. Patients transferred to a tertiary academic medical center have fewer comorbidities than primarily admitted patients. Despite differences in their underlying comorbidities, overall survival is not different between transferred and primarily admitted patients. Transfer to a tertiary medical center is safe and is noninferior to primary admission. Objective: Intra-aortic balloon pumps (IABPs) are lifesaving left ventricular assist devices placed in patients with heart failure to augment cardiac output and coronary perfusion. However, their use is not without complications, reported to be up to 30%. Many of these require a vascular surgeon to be familiar with the device and to repair the complications. We present the case of a 63-year-old man with severe heart failure necessitating IABP placed through the left axillary artery, necessitating removal open.
Methods: The patient was brought to the operating room for routine open removal of the IABP when there was suspicion that the balloon was ruptured. The only sign of rupture was a small amount of blood in the pump tubing. The balloon and catheter could not be removed, so removal was attempted by axillary cutdown. An attempt was made to snare the balloon and to pull it into a large sheath in the iliac artery. The balloon was found to be so full of solid blood that an aortotomy had to be performed for removal. Entrapment of the IABP was due to formation of a compact, inflexible clot within the balloon after its rupture (a known complication of the mixing of the blood with helium).
Results: Ultimately, the device was removed by open retroperitoneal exposure and aortotomy. Because of the dense nature of the thrombus material within the balloon, it was necessary to perform a transection of the balloon and to remove the thrombus piecemeal using rongeurs. The balloon was able to be removed with as little trauma to the vessels as possible. The retroperitoneal exposure was used to reduce the morbidity associated with transperitoneal exposure and because the distal aorta exposure was needed.
Conclusions: Although rupture and subsequent entrapment of IABPs is rare, reported to have an incidence of <2%, there are a handful of reports in the literature that describe open removal approaches. Most case reports describe removal by femoral arteriotomy, so the severity of this IABP rupture was rare in the need for aortotomy to remove the IABP secondary to the abundance of dense clot material within the balloon. Recommendation for removal at the first sign of rupture as well as avoidance of larger balloons than are needed will reduce the incidence of this problem. A review of the literature and subsequent recommendations for the surgical management of IABP entrapment are discussed in the context of our case.
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IP141. Endovascular Treatment of Chronic Common Femoral Arteriovenous Fistulas
Katherine Hawkins, Goran Tesic, Saqib Zia, Kuldeep Singh, Jonathan Schor, Jonathan Deitch. Staten Island University Hospital, Staten Island, NY Objective: Chronic iatrogenic common femoral arteriovenous fistulas (CIF-AVFs) can be challenging to repair with open techniques because of the potential for hemodynamic shifts and bleeding during operation. We report our experience with endovascular treatment of CIF-AVF.
Methods: Two patients with CIF-AVF were treated with endovascular repair. Demographics of the patients, operative details, and postoperative follow-up course were recorded. In addition, we performed PubMed review for reports of similar cases of CIF-AVF treated with covered stents.
Results: Two patients were evaluated for CIF-AVF that developed after cardiac catheterization. The first patient was a 56-year-old man with history of cardiac catheterization that was complicated by postprocedure hematoma formation approximately 7 years before presentation. He presented with hematuria and on further evaluation was discovered to have a right femoral AVF. The second patient was a 59-year-old man with history of repair of ascending and descending aortic dissections 6 months before presentation. He had cardiac catheterization through a left femoral arterial approach before the aortic repairs. He developed progressive left lower extremity swelling and was found to have a left CIF-AVF on duplex ultrasound and computed tomography angiography. Both patients were treated with self-expandable 13 mm Â 5 cm stent grafts (Gore Viabahn; W. L. Gore & Associates, Flagstaff, Ariz) through ipsilateral access with cutdown over the superficial femoral artery to allow a retrograde approach to the common femoral artery. Both had immediate successful exclusion of the AVF and symptom resolution. Both patients had an uneventful postoperative course. Neither patient had hemodynamic changes during the procedure or postoperatively. Both were maintained on therapeutic anticoagulation postoperatively with warfarin. Serial duplex ultrasound imaging was used in follow-up, and stent patency has been maintained at 2 years for the first patient and 2 months for the second. Both patients have remained asymptomatic after the procedure. Review of the literature yielded nine papers that discussed endovascular management of iatrogenic femoral AVF managed with stent graft, but no papers distinguished the treatment and outcomes of chronic from acute AVF.
Conclusions: Endovascular treatment of CIF-AVF is associated with low morbidity and has shown good short-term results. Further study is needed to better evaluate the long-term efficacy of the treatment.
Author Disclosures: J. Deitch: Nothing to disclose; K. Hawkins: Nothing to disclose; J. Schor: Nothing to disclose; K. Singh: Nothing to disclose; G. Tesic: Nothing to disclose; S. Zia: Nothing to disclose.
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A Complicated Course for an Infected Aortic Stent Graft
Tariq Almerey, Ryan Obi, Houssam Farres, Albert G. Hakaim. Mayo Clinic, Jacksonville, Fla Objective: Although the overall incidence of stent graft infection is low, when infection does occur, it can result in catastrophic consequences. Here we report a case of endovascular aortic stent graft infection managed surgically and note the postoperative complications.
Methods: The patient is a 60-year-old woman with no history of hypertension or tobacco use who underwent endovascular aneurysm repair for a 16-mm saccular infrarenal aortic aneurysm at an outside facility 3 years earlier. She presented to our facility for evaluation of epigastric pain, anorexia, and weight loss. Computed tomography angiography (CTA) demonstrated enhancing periaortic soft tissue and fluid collections that communicated with a left psoas abscess. Culture specimens grew Salmonella. Antimicrobial treatment was initiated. She underwent staged axillobifemoral bypass graft and stent graft explantation. The aorta was débrided and oversewn just below the renal arteries. Five weeks later, she was transferred to our facility for concern of aortic stump rupture. She was hemodynamically unstable on arrival, and the outside CTA showed active extravasation from the aortic stump that appeared to be contained by a massive retroperitoneal hematoma. She underwent bypass graft from thoracic aorta to hepatic, superior mesenteric artery, and left renal arteries and stapled ligation of the distal thoracic aorta through a left thoracoabdominal approach. Postoperatively, she was unable to move her lower extremities. Therefore, a spinal drain was placed, and strict blood pressure management (mean pressure, >90 mm Hg) was initiated. Magnetic resonance imaging confirmed spinal cord infarction from T8 distally. Two weeks later, she developed hematochezia and significant hemoglobin drop. CTA demonstrated reconstitution of the abdominal aortic stump, and it terminated in a contained rupture. The aortic stump was refilling in a retrograde fashion through the celiac artery origin. Recurrent left psoas abscess was also noted. She then underwent plug embolization of the celiac origin through direct aortic access by a posterior lumbar approach. A percutaneous drain was placed into the left psoas abscess.
Results: At the time of discharge, renal function remained normal; however, there was no improvement in her lower extremity sensory or motor function. Therefore, she was discharged to a rehabilitation facility. The patient's hospital stay was 44 days.
Conclusions: Caution should be exercised before considering an endovascular treatment in patients who are younger than 70 years, without risk factors, and presenting with saccular aneurysms as this might indicate a mycotic aneurysm. Open approach with consideration of aneurysm excision should be entertained to prevent an endovascular implantation in the setting of an infected aorta. 
